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C I T A T I O N
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Abstract

This study aimed to investigate the anxiety, depression, and psychological impact levels among people with and without psychiatric disease diagnosis in the 
quarantine and social isolation periods of the 2019 coronavirus disease (COVID-19) pandemic. This study using the case-control research technique, included 
182 cases with psychiatric diagnosis and 183 control participants without a psychiatric diagnosis. The research used the Hamilton Anxiety Rating Scale (HAM-A), 
Hamilton Depression Rating Scale (HAM-D), Impact of Event Scale-Revised (IES-R), and a data form inquiring about sociodemographic characteristics. Data were 
collected from participants during face-to-face psychiatric interviews. The anxiety levels (OR: 6), depression levels (OR: 3.8), and psychological impact levels (OR: 
5.8) were identified to be higher in the case group compared to the control group (p<0.05). The HAM-A, HAM-D, and IES-R scores were not affected by age, sex, 
marital status, education, place of residence, and employment status in the study group. Living alone, receiving treatment, presence of chronic disease, poor income, 
and COVID (+) relatives affected scores. In this study, those with a psychiatric diagnosis were affected more by the COVID-19 pandemic compared to those without 
a diagnosis, while among those with a psychiatric diagnosis, those not receiving treatment were more affected than those using treatment.
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Introduction

Emerging in China, the 2019 coronavirus disease (COVID-19) 
pandemic forms a global health threat [1]. It is very infectious and 
potentially deadly [2]. The COVID-19 infection is accepted as 
the largest atypical pneumonia epidemic to date since the severe 
acute respiratory syndrome (SARS) emerging in 2003. Since 
the start, it has affected greater numbers of the population than 
epidemics caused by SARS or similar diseases in terms of total 
case and death rates [3]. Isolation, quarantine, and limiting social 
interaction are the main prevention strategies recommended 
to reduce exposure to the pathogen as there is no treatment or 
vaccination for COVID-19 [4].

The COVID-19 pandemic has had a sudden and large effect 

on health infrastructure, transport, daily activities, freedom of 
movement, and global distribution of medical resources [5-7]. 
Sudden changes may significantly impact the mental health of 
psychiatric patients and reduce access to psychiatric wards [8]. 
In this period, health services primarily focus on COVID-19 and 
may involve mental health workers being assigned to care for 
COVID-19 cases [4]. Most stable psychiatric patients should 
receive treatment at home to reduce infection risk. Additionally, 
in the current pandemic, psychiatric services should not be 
neglected as much as possible.

Many researchers have investigated the psychological effects of 
epidemics on individuals and identified an intense and broad range 
of psychiatric morbidities [9]. In the COVID-19 pandemic, new 

http://orcid.org/0000-0002-7102-825X
http://orcid.org/0000-0002-0562-0044
http://orcid.org/0000-0003-3889-3652
http://orcid.org/0000-0002-4691-8306
https://creativecommons.org/licenses/by-nc-nd/4.0/


DOI: 10.5455/medscience.2023.08.132Med Science 2023;12(4):1010-8

1011

psychiatric symptoms may emerge in people without psychiatric 
diseases or the status of those with previous psychiatric diseases 
may worsen [10]. Quarantine may cause different types of 
problems. It may cause feelings of fear, anger, anxiety, and panic, 
or worse boredom and loneliness or feelings of guilt. In a person 
with a previous psychiatric disorder, these problems may emerge 
again severely and may cause post-traumatic stress disorder 
(PTSD) or even suicidal ideation or attempts. Anxiety may be 
so overwhelming that it may accelerate paranoia and nihilistic 
delusions [11]. Cases with bipolar disorder and schizophrenia 
may experience relapses due to the availability of normal 
medication and irregularity in medication compliance. Cases 
with substance use disorders may experience severe deprivation 
symptoms, delirium, or seizures which may be deadly due to the 
inability to find the substance or medications for a period [12].

Though studies have been performed on the effect of the 
COVID-19 pandemic on mental health among the general 
population [13], COVID-19 cases [14], health employees [15], 
and workers [16], there is little research about the effects on 
mental health of psychiatric patients. This study aimed to compare 
the sudden stress and psychological impact of the COVID-19 
pandemic on people with and without psychiatric diagnoses. 
We assume that the anxiety, depression, and psychological 
impact levels of those with psychiatric disease will be higher 
than those without diagnosis during the pandemic. Additionally, 
we think that individuals with a psychiatric disease history not 
currently receiving psychiatric support (psychopharmacology, 
psychotherapy, etc.) will be more affected than patients receiving 
psychiatric support. It is considered that factors determining 
the impact levels in all groups will be sex, material status, 
presence of chronic disease, COVID history (neighbor, relative), 
number of people in the house, and place of residence (rural-
urban). Our results have the potential to reveal the impact levels 
of the pandemic in terms of the mental health of people with 
and without psychiatric disease and will assist in planning and 
developing mental health services for possible new infectious 
disease epidemics.

Material and Methods

Participants, inclusion, and exclusion criteria

Our study received permission from Ordu University Faculty 
of Medicine Ethics Comittee. All participants were informed 
in writing and signed a consent form. Psychiatric interviews 
were held with all participants with a diagnosis according to 
the Diagnostic and Statistical Manual of Mental Disorders-5 
(DSM-5) by a psychiatrist and the Hamilton Anxiety Rating 
Scale (HAM-A), Hamilton Depression Rating Scale (HAM-D), 
Impact of the Event Scale-Revised (IES-R) and data form 
about sociodemographic features were used. During psychiatric 
interviews, necessary measures were taken to prevent 
transmission, especially physical distance. 

Study group

This research is a case-control study. This case-control study 
included patients aged 18-60 years attending Ordu University 
Education and Research Hospital Psychiatric clinic from 
01.05.2020–01.06.2020 who volunteered to participate in the 
study. After excluding 6 cases with psychotic symptoms, 3 
cases meeting manic attack criteria, 4 cases with active suicidal 
ideation and 4 cases in mourning (6, 3, 4, 4 cases, respectively), 
and 22 cases who did not wish to complete the scales, the study 
included 182 cases and 183 healthy controls.

Inclusion criteria for cases with psychiatric diagnoses and health 
controls were different. In the case group, previous or current 
psychiatric diagnoses according to the Diagnostic and Statistical 
Manual of Mental Disorders-5 (DSM-5) of schizophrenia, 
bipolar I-II disorder, depression and anxiety disorders, obsessive-
compulsive disorder, and others (food and eating disorder, sleep-
insomnia disorders, etc.) were included. For healthy controls, 
people with no history of psychiatric disease were chosen. For 
both groups, illiterate people did not have the cognitive capacity 
to complete the scales (dementia, mental retardation, etc.), those 
with COVID suspicion or disease, and those serving as active 
health workers were excluded from the study.

Measures

A semi-structured sociodemographic data form included questions 
about the participant’s age, sex, marital status, educational level, 
employment status, income level, place of residence, psychiatric 
disease history and treatment status, chronic disease history 
(cardiovascular, pulmonary, endocrine, inflammatory), number 
of people lived with, smoking and relatives or close friends with 
COVID disease or suspicion. 

The Hamilton Anxiety Rating Scale (HAM-A) is a semi-
structured scale developed by Hamilton to determine the severity 
of anxiety neuroses in 1959 [17]. It comprises 14 items assessing 
physical and psychic symptoms of anxiety. Points of 0-5 are 
assessed as no anxiety, 6-14 points are minor anxiety and 15 
points and above are major anxiety. Yazıcı et al. completed the 
Turkish validity and reliability studies [18]. 

The Hamilton Depression Rating Scale (HAM-D) is commonly 
used to measure the degree of depression. It was developed by 
Hamilton in 1960 [19]. It comprises 17 items assessing symptoms 
of depression in the previous week. Points of 0-7 indicate no 
depression, 8-15 points indicate mild degree of depression, 
points of 16-28 indicate moderate degree of depression, and 
points of 29 and above indicate severe degree of depression. The 
validity and reliability studies for the Turkish form of the scale 
were completed by Akdemir et al. [20].

The Impact of the Event Scale-Revised (IES-R) was used to 
measure the psychological impact of COVID-19 [21]. The 
IES-R measures posttraumatic stress disorder symptoms in 
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survivors after an event. Points of 0-23 are normal, 24-32 
indicate mild psychological impact, points of 33-36 are moderate 
psychological impact and points of 37 and above are assessed as 
severe psychological impact [22]. High validity and reliability 
levels were reported for the Turkish form of the scale [23].

Statistical analysis

Statistical analysis used the Statistical Package for Social 
Science (SPSS) 22.0. The Kolmogorov-Smirnov test was used 
to research the fit of variables to normal distribution. To identify 
the correlation with the dependent variable for continuous 
data, the Mann-Whitney U and Kruskal Wallis H tests were 
used as variables did not abide by normal distribution [HamA 
Statistic=.229, df=365, p=.00; HamD Statistic=.136, df=365, 
p=.00; İESR Statistic=.127, df=365, p=.00], while the chi-square 
test was used for categoric data and predicted relative risk (Odds 
ratio) was calculated. Linear regression analysis was performed 
to measure the effect on the scale score of variables with statistical 
differences identified. For all analyses, the statistical significance 
level was accepted as p<0.05. As a result of the analysis, no 
multi-linearity problem was found among all variables.

Results

Sociodemographic characteristics of the sample

The study included 365 participants, with 182 cases (with 
psychiatric disease) and 183 healthy controls. Of participants 
220 were female (60.3%) and 145 were male (39.7%). The 
mean age in the case group was 39.58±11.30 years, with a mean 
age in the healthy control group of 38.45±11.75 years. Among 
participants with previous psychiatric disease history, there were 
67 participants (18.3%) who were not currently using treatment 
(in other words 36.8% of the case group). When independent 
variables in the case and control groups are compared with the 
chi-square test, apart from relatives with COVID (+), groups had 
similar features. Descriptive data related to the case and control 
groups are given in Table 1.

Comparison of scale scores with independent variables

Mann-Whitney U and Kruskal-Wallis H tests were used for this 
analysis. The effect of the independent variables on the dependent 
variable in the study group was compared with the scale scores. 
The HAM-A scale score showed significant differences between 
the people in the study groups in situations with psychiatric 
disease history, presence of chronic diseases, number of people 
in the house, and smoking habit. The HAM-D scale score showed 
significant differences between the groups in terms of psychiatric 
disease history, chronic disease and number of people lived with. 
The IES-R scale score showed significant differences between 
the groups in terms of psychiatric disease history, chronic disease 
status, smoking habit, income level, and COVID history among 
relatives. Results are shown in Table 2.

Comparison of the scale scores of the case and control groups

Mann-Whitney U and Kruskal-Wallis H tests were used for this 
analysis. During quarantine precautions during the COVID-19 
pandemic, people with psychiatric disease were identified to 
have higher depression, anxiety, and psychological impact levels 
(HAM-A, HAM-D, and IES-R score) compared to the control 
group (p<0.05). Within the case group, when grouped according 
to those receiving current treatment or not, when these two groups 
were compared with the control group, depression, anxiety, and 
psychological impact levels (HAM-A, HAM-D, and IES-R 
scores) were identified to be statistically significantly higher 
compared to the control group (p<0.05). Results are presented 
in Table 3. When the three groups were analyzed to determine 
which group caused the difference in HAM-A, HAM-D, and 
IES-R scores, it was identified that the impact level on every 
group was significantly different from the others. Accordingly, 
on all scales, the patient group with psychiatric history but no 
current treatment had significantly higher scores compared to the 
case group currently receiving treatment and the healthy control 
group, while the case group using treatment was identified to 
be significantly higher for all scales compared to the healthy 
controls (p<0.00).

Comparison of categorical classification of scale scores in 
case and control groups

HAM-A scale scores classify a cut-off of >5 points as a 
categorical absence/presence of anxiety. According to the 
HAM-A scale, 151 people in the case group had anxiety and 
31 people did not; in the control group 82 people had anxiety, 
and 101 people did not have anxiety. Accordingly, the presence 
of anxiety during the quarantine period was identified to be 6 
times greater in the case group compared to the control group 
(Table 4). The HAM-D scale score has a cut-off of >7 points for 
categoric no depression/depression classification. According to 
the HAM-D scale, 114 people in the case group had depression 
and 68 people did not have depression; in the control group, 56 
people had depression and 127 people did not have depression. 
Accordingly, the presence of depression in the quarantine period 
was identified to be 3.8 times higher in the case group compared 
to the control group (Table 4). The IES-R scale has cut-off points 
of >23 for categoric absence/presence of psychological impact 
classification. According to the IES-R scale, in the case group 53 
people had psychological impact while 129 people did not; while 
in the control group, 12 people had psychological impact and 
171 people did not. Accordingly, the presence of psychological 
impact in the quarantine period was identified to be 5.8 times 
higher in the case group compared to the control group (Table 4).

Linear regression analysis results for significant variables 
related to the scales

Variables that had a significant effect on HAM-A, HAM-D, 
and IES-R scores underwent linear regression analysis. For the 
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Table 1. Descriptive characteristics of participants

Case group Control group Chi-square test

Number Percentage (%) Number Percentage (%) df/value p

Sex
Female 110 60.4 110 60.1

x2 (1)=.004 .949
Male 72 39.6 73 39.9

Age

18-30 years 38 20.9 54 29.5

x2 (3):3.936 .268
31-40 years 51 28.0 43 23.5

41-50 years 55 30.2 48 26.2

51-60 years 38 20.9 38 20.8

Marital status

Single 45 24.7 44 24.0

x2 (2)=.740 .963Married 119 65.4 122 66.7

Widowed 18 9.9 17 9.3

Education

Primary school 25 13.7 27 14.8

x2 (1)=.822 .364
Middle school 57 31.3 41 22.4

High school 68 37.4 79 43.2

Undergraduate 32 17.6 36 19.7

Place of residence
Rural 66 36.3 65 33.5

x2 (1)=.022 .882
Urban 116 63.7 118 66.5

Number of people at home

Alone 19 10.4 21 11.5

x2 (2)=.523 .770Total 3 people 101 55.5 106 57.9

More than 3 people 62 34.1 56 30.6

Employment

Unemployed 82 45.1 78 42.6

x2 (2):2.814 .245Employed 92 50.5 89 48.6

Student 8 4.4 16 8.7

Psychiatric disease history
History (+) treatment (-) 67 36.8 - -

- -
History (+) treatment(+) 115 63.2 - -

Diagnosis

MDD-AD 86 47.3 - -

- -

OCD 29 15.9 - -

Schizophrenia 24 13.2 - -

BAD 22 12.1 - -

Other 21 11.5 - -

Chronic disease
Absent 146 80.2 146 79.8

x2 (1)=.011 0.917
Present 36 19.8 37 20.2

Smoking habit
No 115 63.2 131 71.6

x2 (1)=2.929 0.087
Yes 67 36.8 52 28.4

COVID-19
No 172 94.5 161 88.0

x2 (1)=4.861 0.027
Yes 10 5.5 22 12.0

Total 182 100.0 183 100.0

MDD: major depressive disorder, AD: anxiety disorder, OCD: obsessive compulsive disorder, BAD: bipolar affective disorder

HAM-A score, living alone and having treatment significantly 
reduced the score, while chronic disease increased it and smoking 
had no effect [R2:0.232; Adj R2:0.223; F(4.360)=27.191 
P=0.000]. In terms of the HAM-D score, living alone and 
receiving treatment significantly reduced the score, while the 
presence of chronic disease increased it [R2:0.195; Adj R2:0.188; 

F(3.361)=29.179 P=0.000]. For the IES-R score, poor income 
status and not receiving treatment significantly reduced the score, 
while chronic disease and relative with COVID (+) increased the 
score and smoking did not affect it [ R2:0.193; Adj R2:0.182; 
F(5.359)=17.183 P=0.000]. Results are shown in Table 5.
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Table 2. Comparison of scale scores with independent variables in the study group

HAM-A HAM-D IES-R

Mean±SD Test statistics Mean±SD Test statistics Mean±SD Test statistics

Sex
Female 6.55±2.10 p=.650*

(U:15512 z:-.454)

7.74±3.13 p=.597* 
(U:15431 z:-.529) 

16.98±6.84 p=.886*
(U:15809 z:-.143) Male 6.45±2.06 7.66±3.42 17.19±7.64

Age

18-30 years 6.52±2.11

p=.404**
H (3)=2.919

7.24±2.98

p=.335**
H (3)=3.395

16.72±6.52

p=.614**
H (3)=1.802

31-40 years 6.20±1.94 7.60±3.21 16.39±7.17

41-50 years 6.67±2.16 8.08±3.30 17.81±828

51-60 years 6.64±2.13 7.92±3.49 17.30±7.16

Marital 
status

Single 6.42±2.15

p=.611**
H (2)=.987

7.25±2.64

p=.611**
H (2)=1.082

16.54±6.87

p=.508**
H (2)=1.354Married 6.52±2.07 7.84±3.42 17.15±7.34

Widowed 6.63±2.07 8.00±3.35 17.77±6.78

Education

Primary school 6.58±2.30

p=.956**
H (3)=.322

8.17±3.19

p=.417**
H (3)=2.841

17.71±7.15

p=.685**
H (3)=1.490

Middle school 6.41±2.13 7.84±3.32 16.29±6.75

High school 6.58±2.10 7.59±3.13 17.33±7.36

Undergraduate 6.44±1.84 7.44±3.45 17.12±7.39

Place of 
residence

Rural 6.33±1.97 p=.468*
(U:14642 z:-.725)

7.62±3.05 p=.997*
(U:15323 z:-.004)

16.89±6.88 p=.886*
(U:15189 z:-.143)Urban 6.61±2.15 7.77±3.36 17.16±7.33

Number of 
people at 
home

Alone 5.73±2.11 p=.004**
H (2)=11.1

Alone< 
(total 3 people=more 

than 3 people)

6.40±2.72 p=.010**
H (2)=9.2
Alone< 

(total 3 people=more 
than 3 people)

15.95±6.14

p=.404**
H (2)=1.813Total 3 people 6.59±1.90 7.74±3.18 17.00±7.34

More than 3 people 6.62±2.34 8.10±3.43 17.55±7.18

Employment

Unemployed 6.48±2.05

p=.912**
H (2)=.183

7.97±3.17

p=.180**
H (2)=3.426

17.03±6.39

p=.412**
H (2)=1.173Employed 6.54±2.08 7.60±3.37 17.30±7.90

Student 6.46±2.47 6.88±2.71 15.46±6.07

Psychiatric 
disease 
history

History (+) treatment (-) 8.81±2.58
p=.000**

H (2)=92.2
(H+T-)>(H+T+)>HC

10.63±3.54
p=.000**

H (2)=67.9
(H+T-)>(H+T+)>HC

24.01±7.95
p=.000**

H (2)=65.2
(H+T-)>(H+T+)>HC

History (+) treatment(+) 6.60±1.84 7.97±3.18 16.63±7.14

Healthy control* 5.60±1.18 6.48±2.34 14.78±4.95

Chronic 
disease

Absent 6.34±2.00 p=.002*
(U:8189 z:-3.135)

7.40±3.02 p=.001*
(U:8060 z:-3.241)

16.40±7.00 p=.000*
(U:7539 z:-3.874)Present 7.19±2.29 8.96±3.80 19.71±7.23

Smoking 
habit

No 6.44±2.02 p=.038*
(U:12726 z:-2.071)

7.60±3.10 p=.114*
(U:13154 z:-1.579)

16.76±6.95 p=.003*
(U:11788 z:-3.019)Yes 7.19±2.55 8.91±4.35 20.22±8.59

COVID-19
No 6.34±2.02 p=.129*

(U:4482 z:-1.520)

7.54±3.21 p=.177*
(U:4563 z:-1.350)

16.37±6.99 p=.029*
(U:4087 z:-2.179)Yes 6.85±2.17 8.07±3.31 18.50±7.32

*Mann-Whitney U test, **Kruskal-Wallis H, HAM-A: Hamilton anxiety rating scale, HAM-D: Hamilton depression rating scale, IES-R: impact of event scale-revised 
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Table 3. Comparison of HAM-A, HAM-D and IES-R scale points in case and control groups

Case group Control group Test statistics History (+) treatment (-) History (+) treatment (+) Control group Test statistics

N 182 183 67 115 183

Mean±SD Mean±SD Mean±SD Mean±SD Mean±SD

HAM-A 7.41±2.39 5.60±1.18 p=.00*
(U:8697 z:-8.083) 8.81±2.58 6.60±1.84 5.60±1.18

p=.000**
H (2)=92.2

(H+T-)>(H+T+)>HC

HAM-D 8.95±3.54 6.48±2.34 p=.00*
(U:9779 z:-6.860) 10.63±3.54 7.97±3.18 6.48±2.34

p=.000**
H (2)=67.9

(H+T-)>(H+T+)>HC

IES-R 19.35±8.24 14.78±4.95 p=.00*
(U:11094 z:-5.524) 24.01±7.95 16.63±7.14 14.78±4.95

p=.000**
H (2)=65.2

(H+T-)>(H+T+)>HC

*Mann-Whitney U test, **Kruskal- Wallis H, HAM-A: Hamilton anxiety rating scale, HAM-D: Hamilton depression rating scale, IES-R: impact of event scale-revised 

Table 4. Comparison of categoric classification of HAM-A, HAM-D and IES-R scale points in case and control groups

Case Control Odds ratio 95% CI p

HAM-A
Anxiety present 151 82 5.9996

(3.6977-9.7346) p<0.0001
No anxiety 31 101

HAM-D
Depression present 114 56 3.8020

(2.4614-5.8727) p<0.0001
No depression 68 127

IES-R
Psychological impact 53 12 5.8547

(3.0049-11.4069) p<0.0001
No psychological impact 129 171

HAM-A: Hamilton anxiety rating scale, HAM-D: Hamilton depression rating scale, IES-R: impact of event scale-revised

Table 5. Linear regression analysis results for significant variables related to scales

B Beta 95% CI for B p-value Collinearity statistics

Tolerance VIF

HAM-A

Living alone -.728 -.109 (-1.341.-.116) .020 .992 1.008

Chronic disease (+) .781 .150 (.303. 1.258) .001 .979 1.022

Smoking (+) .343 .077 (-.063. .750) .098 .973 1.028

History (+), treatment (+) -1.773 -.425 (-2.153. -1.392) .000 .995 1.005

HAM-D

Living alone -1.163 -.112 (-2.136. -.191) .019 .992 1.008

Chronic disease (+) 1.456 .180 (.696. 2.215) .000 .982 1.018

History (+), treatment (+) -2.464 -.380 (-3.066. -1.892) .000 .975 1.026

IES-R

Chronic disease (+) 3.042 .170 (1.371. 4.714) .000 .977 1.024

History (+), treatment (+) -4.596 -.321 (-5.947. -3.245) .000 .990 1.010

COVID(+) 4.274 .169 (1.898. 6.650) .000 .983 1.017

Smoking 1.420 .093 (-.017. 2.856) .053 .999 1.001

HAM-A: Hamilton anxiety rating scale, HAM-D: Hamilton depression rating scale, IES-R: impact of event scale-revised
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Discussion

This study researched the anxiety, depression, and psychological 
impact levels of social isolation and quarantine during the 
COVID-19 pandemic on individuals with and without psychiatric 
disease in the Turkish population. The main outcome of the study 
is that cases with psychiatric diagnoses had significantly high 
points for HAM-A, HAM-D, and IES-R scores compared to the 
control group. When the case group is divided into two groups 
based on those currently receiving psychiatric treatment and 
those with a past psychiatric diagnosis but no current treatment, 
the group not using treatment was observed to receive higher 
points from the scales. The presence of chronic disease increased 
all scale points while living alone reduced the HAM-A and 
HAM-D scores. The IES-R scores were increased by a history 
of COVID (+) among relatives and reduced by poor income 
power. There were no differences between the scale scores 
in the groups according to age, sex, marital status, education, 
place of residence, and employment status. It can be said that 
the population is affected at similar rates from this aspect. When 
scales are categorized according to cut-off points and groups are 
compared, the case group was identified to have 6 times, 3.8 
times, and 5.8 times higher anxiety, depression, and psychological 
impact levels, respectively, compared to the control group.

In our study, living alone was found to be correlated with a 
reduction in anxiety and depression scale points. Considering 
COVID-19 is very infectious and deadly [2], this result is thought 
to be related to people in our study group who lived alone during 
quarantine experiencing less anxiety about transmitting the 
virus and being infected themselves [11]. People have reported 
feelings like being infected and blaming themselves in epidemic 
periods [24].

A study in China by Qui et al. reported nearly 35% of people 
were psychologically impacted by the pandemic [25]. During 
the COVID-19 pandemic, research with 52370 valid participants 
across the country in China about psychological problems in 
the general population showed COVID-19 caused a variety 
of psychological problems like panic disorder, anxiety, and 
depression [1]. Additionally, it was reported that psychiatric 
patients had a high probability of impact from fear, anxiety, and 
depression caused by the COVID-19 pandemic and this may 
cause recurrence or disorder in present mental health status 
[26]. High anxiety and depression incidence in individuals with 
psychiatric disease history may be a finding associated with the 
recurrence of psychiatric disease, as shown in previous studies 
[27]. In our study, we identified the scale scores were highest 
in the psychiatric case group not currently receiving treatment. 
A meta-analysis reported the COVID-19 pandemic had the 
highest psychological impact on health workers among the 
general population and those with previous comorbid health 
situations (psychiatric disease, cancer, chronic disease) or among 
COVID-19 (+) cases generally. The most common markers 
of psychological impact were anxiety and depression and 

prevalence was found to be 33% (28-38%) and 28% (23-32%). 
The same meta-analysis reported that those with preexisting 
health conditions or cases of COVID-19 had a significantly high 
degree of anxiety and depression prevalence compared to health 
employees, the general population, and healthy controls [28]. A 
study of 2065 people in a study of outpatient cases attending the 
psychiatry, neurology, and sleep medicine departments reported 
that 20.9% of (N=300) cases with previous psychiatric disorders 
(N=1.434) had worsened mental health status linked to the 
pandemic [29].

The answer to the question of whether psychiatric patients 
experience more psychiatric symptoms during the COVID-19 
pandemic and quarantine was shown in a case-control study 
where cases with psychiatric diagnoses received higher points on 
the anxiety, depression, and IES-R scales compared to healthy 
controls. The same study found PTSD symptoms, depression, 
anxiety, stress, and insomnia levels were not associated with 
educational level, age, and sex and stated that this result showed 
that the pandemic negatively affects all sections of society [30]. 
In our study, we did not find an association between impact levels 
with sex, age, educational status, and place of residence.

The most important risk factors identified for mortality caused 
by COVID-19 are advanced age and comorbid chronic diseases 
[31]. Additionally, the risk of catching the disease increases for 
the elderly and people with chronic disease [32]. Studies have 
reported that chronic disease increases anxiety and depression 
during the COVID-19 pandemic [28]. In our study, we identified 
that the presence of chronic disease increased anxiety, depression, 
and psychological impact levels. Additionally, a study of 
individuals aged over 60 years found no statistically significant 
difference with the control group in terms of depression, anxiety, 
and health anxiety levels. This result was explained by the 
relatively high educational levels (14.85±3.95) of participants 
having a possible protective effect against these symptoms [33].

A study of 343 people by Selçuk et al. found significantly high 
levels of depression and anxiety among those with COVID (+) 
friends or relatives [34]. In a study, the anxiety and depression 
levels of parents of children admitted to a hospital treating 
COVID-19 cases were higher than the levels of parents of children 
admitted to a hospital where COVID-19 cases were not treated 
[35]. In our study, we found no significant difference between the 
groups for depression and anxiety scores of those with friends or 
relatives with COVID (+) history. We identified the IES-R scores 
were significantly increased in those with COVID (+) history.

A recent study compared individuals under quarantine with 
individuals not under quarantine in the general population and 
found no correlation between quarantine with the prevalence 
of mental health problems. The study questioned anxiety, 
depression, and general psychological symptoms and showed a 
positive correlation between scale scores and their effect on daily 
life, but no effect from quarantine. They stated that the findings 
were extraordinary but were not unique [36].
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Limitations

Our study has some limitations. The patient population in our 
study may not reflect the general psychiatric patient population 
due to the decrease in hospital admissions due to restrictions 
and quarantine. Therefore, the findings should be interpreted 
with caution. However, the social and cultural opportunities of 
different cities and local measures taken may also have affected 
the findings. Another limitation; Although it was conducted 
during the quarantine and restraint period, it is difficult to say 
that the results of our study are directly related to the pandemic.

Conclusion

New limitations on daily life and social activities within an 
unknown process will cause a population to suffer from stress 
and worry and as a result, confidence may be lost among 
survivors and the mental health of the society negatively affected 
[37]. In the recent literature, it is possible to come across studies 
suggesting that timely handling of mental health burdens by 
using simple, self-administered screening tools will prevent 
dire consequences in the future [38]. The most recent studies 
on adolescents in the literature were reviewed and it was found 
that 20% of the adolescents experienced psychological trauma 
symptoms during the COVID-19 epidemic; It was emphasized 
that there is a critical need to provide mental health services 
such as school-based services to adolescents to reduce the long-
term negative psychological impact of the pandemic [39]. In our 
opinion, mental health services may need to be strengthened 
to alleviate the long-term effects. This is a case-control study 
that compared psychiatric symptoms between people with and 
without psychiatric illnesses during the COVID-19 pandemic. 
The results of this study suggest that psychiatric patients were 
at a higher risk of displaying higher levels of symptoms of 
depression, anxiety, and stress as compared to healthy controls. 
It was observed that patients who did not use treatment were at 
more risk than those using treatment. The rapid transmission 
and mortality risk of COVID-19 infection may increase the 
risk of mental health problems among healthy individuals in 
the general population and worsen preexisting psychiatric 
diseases. Fear of possible infection, quarantine in hospitals 
and at home, and social isolation may trigger many difficult 
emotions in individuals including panic, anxiety, and depression. 
The COVID-19 pandemic has caused physical, mental, and 
psychological harm to people around the world. Paying special 
attention to the mental health of the general population and those 
with psychiatric diseases will assist in planning and development 
for mental health services in a possible new infectious disease 
epidemic.
Conflict of Interests
The authors declare that there is no conflict of interest in the study.

Financial Disclosure
The authors declare that they have received no financial support for the study.

Ethical Approval
This study was approved by the Ordu University Faculty of Medicine Ethics 
Comittee, dated 30.04.2020 and numbered 09/80.

References

1.	 Wang C, Horby PW, Hayden FG, Gao GF. A novel coronavirus outbreak 
of global health concern. The Lancet. 2020;395:470-3.

2.	 Colizzi M, Bortoletto R, Silvestri M, et al. Medically unexplained 
symptoms in the times of COVID-19 pandemic: a case-report. Brain 
Behav Immun Health. 2020;5:100073.

3.	 Wang C, Pan R, Wan X, et al. Immediate psychological responses and 
associated factors during the initial stage of the 2019 coronavirus disease 
(COVID-19) epidemic among the general population in China.  Int J 
Environ Res Public Health. 2020;17:1729.

4.	 Kim S-W, Su K-P. Using psychoneuroimmunity against COVID-19. 
Brain, behavior, and immunity. 2020:8:4-5.

5.	 Gautam R, Sharma M. 2019-nCoV pandemic: a disruptive and stressful 
atmosphere for Indian academic fraternity. Brain Behav Immun. 
2020:88:948-9.

6.	 Joob B, Wiwanitkit V. Traumatization in medical staff helping with 
COVID-19 control. Brain Behav Immun. 2020:87:10.

7.	 Simpson RJ, Katsanis E. The immunological case for staying active 
during the COVID-19 pandemic. Brain Behav Immun. 2020:87:6-7.

8.	 Montemurro N. The emotional impact of COVID-19: from medical staff 
to common people. Brain Behav Immun. 2020:87:23-4.

9.	 Sim K, Chan YH, Chong PN, et al. Psychosocial and coping responses 
within the community health care setting towards a national outbreak of 
an infectious disease. J Psychosom Res. 2010;68:195-202.

10.	 Kelvin DJ, Rubino S. Fear of the novel coronavirus. J Infect Dev Ctries. 
2020;14:1-2.

11.	 Brooks SK, Webster RK, Smith LE, et al. The psychological impact of 
quarantine and how to reduce it: rapid review of the evidence. The Lancet. 
2020;6736:30460-8

12.	 Xiang Y-T, Yang Y, Li W, et al. Timely mental health care for the 2019 
novel coronavirus outbreak is urgently needed. Lancet Psychiatry. 
2020;7:228-9.

13.	 Li Z, Ge J, Yang M, et al. Vicarious traumatization in the general public, 
members, and non-members of medical teams aiding in COVID-19 
control. Brain Behav Immun. 2020:88:916-9.

14.	 Zhang J, Lu H, Zeng H, et al. The differential psychological distress of 
populations affected by the COVID-19 pandemic. Brain Behav Immun. 
2020:87:49-50.

15.	 Mukhtar S. Mental health and emotional impact of COVID-19: applying 
health belief model for medical staff to general public of Pakistan. Brain 
Behav Immun. 2020:87:28-9.

16.	 Tan W, Hao F, McIntyre RS, et al. Is returning to work during the 
COVID-19 pandemic stressful? A study on immediate mental health status 
and psychoneuroimmunity prevention measures of Chinese workforce. 
Brain Behav Immun. 2020:87:84-92.

17.	 Hamilton M. The assessment of anxiety states by rating. Br J Med 
Psychol. 1959;32:50-5.

18.	 Yazici M, Demir B, Tanriverdi N, et al. Hamilton anxiety rating scale: 
interrater reliabilty and validity study. Turk J Psychiatry. 1998;9:114-7.

19.	 Hamilton M. A rating scale for depression. J Neurol Neurosurg Psychiatry. 
1960;23:56-62.

20.	 Akdemir A, Örsel S, Dağ İ, ve ark. Hamilton Depresyon Derecelendirme 
Ölçeği (HDDÖ)’nin geçerliği, güvenirliği ve klinikte kullanımı. Psikiyatri 
Psikoloji Psikofarmakoloji Dergisi. 1996;4:251-9.



DOI: 10.5455/medscience.2023.08.132Med Science 2023;12(4):1010-8

1018

21.	 Christianson S, Marren J. The impact of event scale-revised (IES-R). 
Medsurg Nurs. 2012;21:321-2.

22.	 Hosey MM, Bienvenu OJ, Dinglas VD, et al. The IES-R remains a core 
outcome measure for PTSD in critical illness survivorship research. 
Critical Care. 2019;23:362.

23.	 Çorapçıoğlu A, Yargıç İ, Geyran P, Kocabaşoğlu N. Validity and 
reliability of Turkish version of "impact of event scale-revised"(IES-R). 
Yeni Symposium; 2006:44:14-22.

24.	 Van Bortel T, Basnayake A, Wurie F, et al. Psychosocial effects of an 
Ebola outbreak at individual, community and international levels. Bull 
World Health Organ. 2016;94:210-4.

25.	 Qiu J, Shen B, Zhao M, et al. A nationwide survey of psychological 
distress among Chinese people in the COVID-19 epidemic: implications 
and policy recommendations. General psychiatry. 2020;33:e100213. 
Erratum in: Gen Psychiatr. 2020;33:e100213corr1.

26.	 Yao H, Chen J-H, Xu Y-F. Patients with mental health disorders in the 
COVID-19 epidemic. Lancet Psychiatry. 2020;7:e21.

27.	 Lee AM, Wong JG, McAlonan GM, et al. Stress and psychological distress 
among SARS survivors 1 year after the outbreak. Can J Psychiatry. 
2007;52:233-40.

28.	 Luo M, Guo L, Yu M, Wang H. The psychological and mental impact 
of coronavirus disease 2019 (COVID-19) on medical staff and general 
public–a systematic review and meta-analysis. Psychiatry Res. 
2020;291:113190.

29.	 Zhou J, Liu L, Xue P, et al. Mental health response to the COVID-19 
outbreak in China. Am J Psychiatry. 2020;177:574-5.

30.	 Hao F, Tan W, Jiang L, et al. Do psychiatric patients experience more 
psychiatric symptoms during COVID-19 pandemic and lockdown? 
A case-control study with service and research implications for 
immunopsychiatry. Brain Behav Immun. 2020;87:100-6.

31.	 Zhou F, Yu T, Du R, et al. Clinical course and risk factors for mortality of 
adult inpatients with COVID-19 in Wuhan, China: a retrospective cohort 
study. The lancet. 2020:395:1054-62. Erratum in: Lancet. 2020;395:1038.

32.	 Wang B, Li R, Lu Z, Huang Y. Does comorbidity increase the risk of 
patients with COVID-19: evidence from meta-analysis. Aging (Albany 
NY). 2020;12:6049-57.

33.	 Wang Y, Di Y, Ye J, Wei W. Study on the public psychological states 
and its related factors during the outbreak of coronavirus disease 2019 
(COVID-19) in some regions of China. Psychol Health Med. 2021;26:13-
22.

34.	 Özdin S, Bayrak Özdin Ş. Levels and predictors of anxiety, depression 
and health anxiety during COVID-19 pandemic in Turkish society: the 
importance of gender. Int J Soc Psychiatry. 2020:66:504-11.

35.	 Yuan R, Xu Q-h, Xia C-c, et al. Psychological status of parents of 
hospitalized children during the COVID-19 epidemic in China. Psychiatry 
Res. 2020;288:112953.

36.	 Zhu S, Wu Y, Zhu C-y, et al. The immediate mental health impacts of 
the COVID-19 pandemic among people with or without quarantine 
managements. Brain Behav Immun. 2020:87-56-8.

37.	 Shang L-L, Huang Y-Q, Liu Z-R, Chen H-G. A cross-sectional survey of 
disability attributed to mental disorders and service use in China. Chin 
Med J (Engl). 2017;130:1441-5.

38.	 Alghamdi F, Ashour A, Adeyemi L, et al. The psychological impacts of 
COVID-19 pandemic among emerging adults: an observational cross-
sectional study. Int J Environ Res Public Health. 2022;19:1445.

39.	 Lewis J, Jayakumar S, Breaux R, et al. Prospective examination 
of psychological trauma among adolescents during the COVID-19 
pandemic. Psychol Trauma. 2023;15:404-14.


